Section ofSurgery 1185 Fig 3 The left lobe ofthe liver is being tucked beneath the lesser curve ofthe stomach :X C a :.e .. i _ v _ * _ * !~~~~~~~~~~~~~~~U:4 1| IE 1|11F ig 4 The stomach now lies infront ofthe left lobe of the liver. It has been held there by severallsutures placed through the liver capsule and the ligamentum teres towards positivity with the passage of time. It is possible that vagal ifilaments from the exposed cut edge of the lesser omentum grow back into the lesser curve of the stomach. So as to separate these two parts, it has been found possible to interpose the previously mobilized left lobe of the liver behind the stomach and in front of the lesser omentum (Figs 3 and 4 ). This has been carried out on 10 patients and does not affect the mechanical emptying of the stomach. Whether there is a reduced tendency for the insulin test to become positive will depend on retesting these patients at least six months after operation.
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From a symptomatic standpoint the trend seems to be for patients to fare better after PGV than after PGV±P. The major difference is in relation to dumping, although there were 2 more patients with X-ray and endoscopically negative indigestion after PGV+P than after PGV.
The recurrence rate stands at 4 % at the present time in the follow up. Obviously we hope that it does not rise very much above this figure but the follow up is in the early stages. The mean reduction in PAOp achieved by PGV is similar to that occurring after either truncal or selective vagotomy with pyloroplasty. We would expect the results in terms of recurrence, therefore, to be similar to those achieved by these operations.
The patients who underwent PGV without pyloroplasty have achieved a highly satisfactory result.
Partial Inferior Vena Caval Occlusion by Clip by A M N Gardner Mch FRCS (Torbay Hospital, Torquay, Devon)
When medical measures to control pulmonary embolism fail or are contraindicated surgery can be life-saving. Surgery aims at preventing emboli of the lethal size of 7 mm or more (Lewis 1960) which usually arise in the legs or pelvis, from reaching the lungs. Protection is best achieved by narrowing the lower inferior vena cava, since subsequent complete occlusion after the arrest of emboli is best tolerated at this level, the important inflowing lumbar and gonadal vein collaterals above the block being spared. Fig 1 illustrates the main mechanical methods of preventing pulmonary embolism. Ligation, apart from late morbidity, carries an appreciable mortality from the acute sequestration syndrome, hence partial occlusion either by clip (Moretz et al. 1972) , plication (Spencer et al. 1965 ), or filter (De Weese & Hunter 1963) is usually preferred.
A comparative study of these three methods was carried out in a series of patients found at operation to be suffering from incurable malignant disease and to be at special risk from pulmonary embolism. Silicone rubber clips (Fig 2) were the most effective with a statisticallygreater caval patency rate (Gardner 1970 
Partial
Minor, clinically insignificant pulmonary emligation boli are the rule rather than the exception in ill and elderly patients (Fig 3) The repair of abdominal wall deficiencies, particularly giant incisional and certain types of inguinal hernie, has been simplified by the introduction of synthetic mesh prostheses. These have superseded fascia lata, full thickness skin and tantalum mesh which were previously used to bridge or reinforce abdominal wall defects.
Mersilene mesh (Ethicon) is made from a braided polyester fibre and is woven with an interlocking weave which permits cutting to any shape without weakening or fraying of the edges. It is ideal for implantation into humans as it is nontoxic, pliable, elastic and resistant to fatigue and age. Fibrovascular tissue grows through the mesh's interstices so embedding the mesh with its contacting tissues. The material is not absorbed, nor is it subject to weakening or degradation by the action of tissue enzymes. Unlike tantalum gauze it does not fragment.
Since 1966 I have used Mersilene mesh in selected cases and have found it an ideal implantable material which can be used for a variety of surgical problems. In hernia repair the use of the material has been limited to those patients whose tissues are of such poor quality that a proper surgical repair would be inadequate with a standard procedure. It has also been used in the repair of rectal prolapse (Notaras 1973) . The following conditions are examples where Mersilene mesh may assist the surgeon in reconstruction of the abdominal wall.
Incisional Hernia
Whether mesh is used to reinforce a repair of an incisional hernia will depend on its type of incision, size and site.
With upper vertical incisional hernix, as there is less divarication of the rectus muscles and strong anterior and posterior rectus sheaths, flapping and release incisions of the anterior sheath will usually result in a sound repair without the need for a mesh support. When the hernia extends well below the umbilicus a prosthesis may be required (Fig 1) .
Long-standing 'sabre' incisional hernia generally have considerable separation of their edges and in my experience most cases require a mesh prosthesis to bridge the defect.
The large lower abdominal vertical incisional hernia is probably the most difficult to repair as there is usually considerable divarication of the rectus muscles with large hernial sacs containing small and large bowel. Returning the viscera back into the abdominal cavity is often difficult, especially when attempts are made to appose the edges of the rectus muscles. The result is tension along the suture line and elevation of the intra- 
